Much has been written recently concern ing new applications of learning theory in the treatment of individual symptoms and of disease entities in the field of human behaviour, but little has appeared which co ordinates the different techniques which might be applied in treating the variety of behaviours seen in patients attending a clinic. Especially infrequent are reports on simple techniques of modifying a socially unacceptable habit. This presentation describes the therapeu tic approaches which were undertaken by various disciplines in our unit. The examples given illustrate techniques used by members of our staff on outpatient, inpatient and consultation services and they are identified as to reason for referral, age of patient, dis cipline of the modifying therapist and other particulars related to the actual treatment sequence.
aim, the need for close communication and consistency, etc. The total training period was twelve hours and included attendant participation in devising a set of rules which would apply to the particular program. The rules decided upon were as follows:
1) The children would not be allowed to eat unless they used a spoon. The only ex ceptions, of course, were eating bread and drinking from a container.
2) The meals would last only 20 minutes, after which time the food would be re moved.
3) The ultimate aim was to achieve be haviour which would result in having no more than three inappropriate responses per child per meal.
A one-week observation period was set up in order to establish a base line for in appropriate behaviours. One attendant was assigned to each two children and the tech nique was instituted whereby a child was not allowed to place any food in his mouth unless he used a spoon. Each inappropriate response was counted and at the end of 20 minutes any child who had not finished his meal was forcibly separated from his tray.
Results: These severely retarded children rapidly learned that if they wanted to eat, they had to use a spoon and finish the meal in 20 minutes. They also learned that there were no exceptions to this rule. Within four weeks all the children were eating quite appropriately and were making fewer than three mistakes per meal. It should be noted that, except for the initial guidance in setting up this program, the aides (all of whom were unskilled custodial workers) were totally responsible for carrying through the daily program. Visits by the consultant psy chologist were usually once a week. It might also be mentioned that this very successful program was enthusiastically adopted by the staff, who later went on to shape other com plicated behaviours such as tooth brush usage, self-dressing and other social skills.
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It is important to note that when controls were relaxed by the aides the behaviours rapidly reverted to the pre-modification state, but were relearned very quickly upon reinstitution of controls. It is necessary to continue with irregular but ongoing rein forcement in order to maintain the behav iour.
Extinction of a tic by negative practice (conditioned inhibition)
An eleven-year-old boy was referred to the child psychiatry service by the Professor of Neurology, as possibly suffering from Tourette's disease. The history indicated that he had had a twitching of his mouth with wide opening and grimacing but there were no verbal explosions. There was also an accompanying mild upward and lateral rotation of the eyes, and he did have mental coprolalia. All these symptoms had been present for one year. Because of previous good results with a butyrophenonett for this condition (1) , he was given this medica tion and quickly became well-controlled as long as it was continued. He was maintained on a daily dosage of 2 milligrams until one year later at which time it was decided to try 'massed practice' because his mother wanted the medication discontinued. He had been tried on a placebo without his knowledge on one occasion but had begun to tic very quickly, and the medication had to be reinstituted.
As part of medical student teaching, it was decided to demonstrate the first treat ment of 'massed practice' and this was done to the point of exhaustion for the patient (30 minutes). The tic which he was asked to voluntarily reproduce over and over again involved the grimacing of the mouth but did not include the eye rotation. When the child returned for his second treatment it was reported by the mother that his grimac ing had completely ceased but that the tic of the eyes had remained and in fact was a little more prominent than before. Treat ment of this particular tic was then started at the rate of three times a week for 30 minutes per treatment and became control led after 14 treatments. He has been well ttButyrophenone-'Haloperidol' (McNeil Lab. Inc.). for the past year except for an occasional and infrequent squinting of the eyes.
Teaching speech to an autistic child through reinforcement
The subject was a four-year-old boy who had been previously diagnosed at several centres as an 'autistic child', and who had come to our clinic for further evaluation. He did not use speech for communication and expressed himself through jargon, song and echolalia. Many television commercials and nursery rhymes could be recognized in his sing-song. He could not respond to a testing situation, but was able to respond appropriately to a simple command such as "bathroom time", "sit down", "push the chair in", etc. Temper outbursts were fre quent, at which time he banged his head with his fists and some episodes of frustra tion were quite spontaneous with no identi fiable provocation.
Speech therapy began with rewarding him for word responses, using pieces of sugared cereal as a reinforcer. Gradually this same reward was given only with increasing per formance in language. He is now able to use a complete sentence and to respond to the question "what is it?" when the ques tioner points to something, but is inconsis tent in these responses. Social rewards of "good boy" with a pat on the back are all the reinforcement needed on most days, while the cereal is required at other times. His expressive abilities are still very limited; he still uses echolalia and delayed echolalia but is also able to say words and simple phrases such as "drink of water" and "pop corn", to make his needs known.
It might be noted that on admission this boy was a persistent head-banger who very easily became frustrated, and who would respond to these frustrations by banging his head with his fists or, if his hands were held tightly, would bang his head on a wall or floor. This head-banging was a source of constant anxiety to the staff and many manoeuvres were employed to break him of the habit. They tried to teach him to squeeze his hands or to stamp his feet or even to beat on other people when he became frustrated, but still the habit per-June, 1970 BEHAVIOUR MODIFICATION 317 sisted. Eventually an electric stimulator, delivering an unpleasant shock, was used, and he was shocked every time he banged his head. Within 24 hours he had complete ly stopped this practice. There was much resistance on the part of the staff to the use of such a device and no amount of reason ing or logic could make some of them accept that a short period of shock, deliver ed by flashlight batteries, was much less traumatic than persistent head banging over a period of years.
Treatment of homosexuality by aversive conditioning
Homosexual behaviour is frequently ini tiated by visual stimulation provided by looking at an attractive sexual object, for example a person, a picture or a symbol. The underlying aim of our conditioning treatment-study was therefore to attempt to alter the physiological ('gut') response en gendered by looking at or imagining an attractive homosexual stimulus. It was hoped that this effect would generalize over a broad range of homosexual responses. Our design is based on anticipatory avoidance learning, using electrical shock in conjunc tion with homosexual pictures which are attractive to the patient. The procedure was suggested by the study of Feldman and MacCulloch (3) but our machine is pro grammed to run almost automatically by itself throughout the session. The series of pictures are shown successively and auto matically with no effort made to desensitize to any particular slide. Essentially, the sub ject is sometimes shocked when some pre selected pictures are shown to him, and he is given the opportunity of avoiding many of the shocks if he so desires. However he never knows when he will or will not be shocked, and it is hoped that the anxiety evoked at the thoughts of the next shock will recur in everyday life when he is faced with a homosexual stimulus. His reluctance to approach sexually appealing females is hopefully counteracted by pairing the switching off of some male pictures (and hence a decrease of anxiety) with the ap pearance of a female picture. A shock stimulus is provided by a small IVi volt battery, and a rheostat determines the opti mum level of intensity for each individual patient at each sitting.
To date, we have completed treatment on twelve cases, with the youngest subject being a 15-year-old male prostitute from a correctional institution. All had Kinsey ratings of at least '4'. The technician is a first-year graduate student who has no special skills in operant conditioning but who does have a high degree of interest in this field. Six-month follow-up suggests that 66% (eight) of our subjects have made a predominantly heterosexual adjustment and are experiencing no difficulty in maintaining that orientation. This figure includes all subjects who started the program, regard less of the number of sessions they sub sequently attended (i.e. defectors are in cluded as well as others).
Elective mutism
Lisa is a four-and-a-half year old girl who was referred by Headstart personnel be cause of her refusal to speak at school or anywhere except at home. This had been going on since the age of three when her mother returned after an absence of one month. Lisa had had two months of small group therapy and one-to-one speech ther apy in Headstart without any speech im provement except for an occasional "thank you". She was described as relating very well with other children, without being shy, liked body contact and sought out peer companionships. In the interview she was unspontaneous and shy and had a very highly developed non-verbal language. She was very skillful with her hands and her intellectual potentials appeared above nor mal. Throughout a one-hour interview she steadfastedTy refused to talk to the inter viewing medical student, but when offered candy reinforcers by the supervisor she quickly began to talk, gave her name, her brother's name, her own last name and very soon lost all resistance to talk. This spon taneous but rewarded speech seemed to carry over to the next interviewer so that further tests and interviews that morning were done much more easily. The next day, Headstart personnel were invited to the 318 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 15, No. 3 health centre to observe Lisa speak, and were encouraged to set up a similar pro gram in their classroom for her. This was done, and Lisa has progressed quite well since.
Comment:
In order to use behaviour therapy (also called conditioning therapy), one does not have to be a physician, a psychologist or even a professional. One does, however, need a reasonable degree of intelligence, a capable supervisor who will supervise the planning of technique and be available for consultation, and finally a patient who will respond to this particular type of approach. Isolated single behaviours, such as a tic, a motor habit, a verbal mannerism or a phobia are all clear-cut and suitable for modification. Sometimes their removal solves the problem and it is a fact that the substitution of another symptom for that particular one is virtually unknown -this is accepted knowledge by most workers in the field. On the other hand, when a serious underlying disturbance gives rise to a be haviour (such as pacing in depression), ex tinguishing that behaviour accomplishes very little to help the patient. It is also a fact that one cannot neglect or deny the human element in treatment; for example, the single most important criterion for suc cess in our study of the operant condition ing of homosexual behaviour, apart from the design, has been found to be motivation for change.
The examples cited in this paper neces sarily represent techniques which have been proven over time to be successful to a greater or lesser extent. It should be appre ciated that the same treatment for the same habit does not always have the same out come. It is also to be expected that when the therapist is faced with a new habit or symptom it may very well call for a search of the literature and/ or even improvisation, as was the case in an earlier attempt to treat a school phobia (2). Often, failure to ex tinguish the symptom calls for a reappraisal of the therapy and actual observation of its step-by-step implementation; a new design of therapy may then have to be devised.
When personnel who are unsophisticated in the knowledge of behaviour therapy are to be the primary therapists involved in the attempt to modify a habit which has not previously been programmed for, or at least unreported in the literature (and there are literally countless such habits in state insti tutions, e.g., hair plucking, pinching, teeth grinding, etc.) it is recommended that these people be asked to co-operate in devising a plan of attack. This introduces into the pro ject a whole new spirit of involvement and responsibility on the part of the actual 'doers', a spirit which often is lacking when they have had no hand in shaping the de sign.
It is a fallacy to believe that behaviour therapy is a panacea for all emotional and behavioural disorders or to believe that all cures from this type of treatment are per manent. Frequently we see examples of 'cures' by behaviour modification which have relapsed for one reason or another and are returning for 'another go at it'. Behaviour therapy is obviously not the answer to all emotional problems, but it does have the potential for playing a very significant role in the treatment and extinc tion of certain symptoms and in the altera tion of certain behaviours. This result may not always cure the patient but usually makes him much more comfortable. Other therapeutic approaches, such as dialogue, manipulation, suggestion, medication, etc. are advocated for many problems, especial ly those of an interpersonal nature, but there is room for behaviour modification techniques in the armamentarium of any child psychiatrist or child care worker.
